IN a review of the medical literature since 1948 when retroperitoneal fibrosis was first described by Ormond, no case of avascular necrosis of the head of femur has been reported in association with it. A patient is reported here with retroperitoneal fibrosis who 10 years later presented with avascular necrosis of the head of the femur.
Case report
The patient is a woman aged 67 thesis. Convalescence of the patient was uneventful, and she was allowed to bear weight on the right lower limb 3 weeks after operation. The head of the femur, synovial membrane, ligamentum teres and the capsule were examined. The articular surface of the head of femur was irregular, and beneath it there was an area of bone which was dense white in colour. This area of avascular bone (size 3 5 x 5 cm) was situated in the antero-lateral part of the head. Microscopic examination confirmed aseptic necrosis; the viable bone showed sclerosis and there was fibrosis of the medullary spaces.
Sections of the synovium and of the ligamentum teres (Fig. 2) showed a mild degree of chronic inflammatory cell infiltration and prominent cuffing by lymphocytes and plasma cells of many of the capillaries, venules and a few arterioles. There was endothelial swelling and infiltration by mononuclear cells and occasional polymorphnuclear neutrophils. There was no evidence of fibrinoid necrosis. The capsule showed no special features.
Histological examination of the retroperitoneal adipose and fibrous tissue (Fig. 3) showed a diffuse infiltration by lymphocytes, plasma cells, eosinophils and polymorphs. There was perivascular cuffing in some areas. In addition some new fibrous tissue had formed. The appearances were consistent with a diagnosis of retroperitoneal fibrosis.
Discussion
It cannot be concluded from one case that there is definite evidence of some association between retroperitoneal fibrosis and avascular necrosis of the head of femur, but the occurrence of the latter in a patient who has had retroperitoneal fibrosis for the past 11 years, and the presence of vasculitis in the tissues taken for biopsy from the retroperitoneum in 1960 and from the hip in 1970, does suggest a possible relationship between the two conditions. That the retroperitoneal disease in this case has been constantly active for the past 11 years is shown by the following facts: (1) continued involvement of the right ureter by the progressive retroperitoneal fibrosis, leading to several operations between December 1959 and December 1960; (2) continually raised erythrocyte sedimentation rate for the past eleven years; (3) the development of oedema in both lower limbs, more pronounced on the left leg than the right leg. Venography demonstrated narrowing of the inferior vena cava at the level of the L4 vertebra. After operation, the mass was opened using a variety of orthopaedic instruments. The calcified capsule was 1-2 cm thick (Fig. 1) . Some foetal parts were identified and removed (Fig. 2) , but most of the skeleton had been incorporated into the capsule.
Comment
It was surprising to us that the patient denied any symptoms referable to a ruptured ectopic pregnancy.
The bone development suggested that the gestational age of the foetus was 5-6 months. Remarkably, this 'missed' ectopic had organized, and over a 
